
In our convalescent ward an excellent attitude
toward alcohol is maintained by these recovering
 drinkers. They talk it over among themselves,
offer to help each other and each week-end sees
many of them return to visit doctors or fellow-
patients. Recently an organization has been
started for the purpose of meeting this demand
for mutual service.

From the foregoing it can be seen that we are
but trying to use and keep in operation natural
forces already present. This is well shown by
a statistical study. In the past six months there
have been admitted 88 alcoholics, 63 or 72% of
whom have been subsequently discharged as re-
covered. These have been told of our interest
and of our ability to help them and have been
advised to report to the hospital at frequent
intervals. With no attempt at coercion, 34 or

54% have shown their continued desire to be
treated by reporting. Of these 34 persons 18
or 53% are known to be abstaining; 11 or 32%
have relapsed; while the condition of 5 is un-

A. Percentage of total alcoholic cases discharged to 0. P. D.
B. Percentage of total alcoholic eases later returning to O. P. D.
C. Percentage of total alcoholic cases now abstaining.
D. Percentage of total alcoholic cases known to have relapsed.

known. A study by months, shows an increase
in the percentage reporting and abstaining, with
a decrease in relapse. As more attention has
been paid the matter in the last two months, the
result seems encouraging. Could November fig-
ures be given, the progress would be even more
noticeable.

The conclusion, then, is that a great deal can
be accomplished by after-care. The results of
the Foxboro State Hospital also bear this out.
It is my opinion, that to allow a recovered alco-
holic patient to leave the hospital with no pro-
vision for after-care is unpardonable negligence,
and that there is no more fertile field in medi-
cine than this one.

VII.

On Institutional Requirements For Acute
Alcoholic Mental Disease in the Metro-
politan District ofMassachusetts in the
Light of Experiences at the Psychopathic
Hospital.*

BY E. E. SOUTHARD, M.D.,

Member of Legislative Commission on Drunkenness in Massachusetts,
1913; Director, Psychopathic Hospital, Boston; Pathologist to

the Board of Insanity, Massachusetts; and Bullard Pro-
fessor of Neuropathology, Harvard Medical School.

ABSTRACT.

Alcoholic mental disease forms about one-
ninth of the Psychopathic Hospital's problem(217: 1829).

Legal necessity of a delicate distinction: be-
tween delirium tremens and alcoholic hallucino-
sis : errors in our diagnosis in about one case in
every three.

Steams' distinction between short cases (week
or less) and longer cases (as a rule over three
or four weeks).

Certain opportunities for improvement in
diagnosis.

The high mortality of delirium tremens in
general hospitals (Gregg's data).Attitudes of general hospital authorities upon
this problem.

Statistics of the Psychopathic Hospital as re-
gards mortality.

Advantage of saving the lives of these cases.
Nature of an institution which would go far

to save such lives and improve their after lives.
Eleven per cent, of our diagnostic problems at

the Psychopathic Hospital are problems of men-
tal disease due to alcohol. In less than sixteen
months of our operations beginning June 21,
1912 and ending September 30, 1913, we classi-
fied in all 1829 cases of mental disease, and 217
of these 1829 cases were cases of alcoholic men-
tal disease. But 64 of these 217 alcoholic cases,
that is, about one third of our alcoholic admis-
sions, or less than one twenty-fifth of all ad-
missions, were cases of delirium tremens.

Thus it might be thought that the angle of
vision as to alcohol could not be very wide at
the Psychopathic Hospital, and I believe that
we are all aware that others may see and know
more about the problem than we do. It is clear
that a hospital 89% of whose admissions are
for «Oii-alcoholic cases, cannot spend the bulk
of its time upon the problems of alcoholism, nor
could we do so without losing grasp upon the in
some ways wider and deeper problems of mental
disease at large.

There are still some reasons why the prob-
lems of alcoholic mental disease have attracted
more than their due share of attention at our
hospital.

*Being Psychopathic Hospital Contributions, 1913. 34.
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Curiously enough, the law itself has sharp-
ened our diagnostic wits. The advanced legis-
lation of 1911 relative to the reception and
temporary care of the mentally deranged
(which I present in an appendix*) specified that
such temporary care should not be extended to
persons subject to delirium tremens or drunken-
ness. Among these "seven day" cases (as we
term them in the slang of the clinic) there
should be no eases of delirium tremens. Now
during the period above mentioned as yielding
1829 admissions, there were 1193 "seven day"
cases, and of these 1193, 167 or 14% were alco-
holic.

The alcoholic "seven day" cases included—

Alcoholic hallucinosis. 94
Delirium tremens. 52
Other forms. 21

Accordingly, if we tried to live up to the let-
ter of the law, we must stand convicted of an
error of diagnosis in about one case in three
(52 cases of delirium tremens in a group of
167 cases of alcoholic mental cases regarded as
suitable for temporary care). By consequence
I find that the problems of diagnosis in the
field of alcoholic mental disease have taken up
far more than one ninth of our time (corres-
ponding with our eleven per cent, alcoholic ad-
missions), that the practical and theoretical in-
terest of these problems remains large, and that
alcohol takes its place beside neurosyphilis,
dementia praecox, and feeblemindedness as a
topic of investigation.

But it is not only that the law insists that we
make the difficult decision between delirium
tremens and alcoholic hallucinosis. We have
been greatly interested in the diagnosis and
treatment of these cases considered as medical
and social problems. Four communications at
out first annual conference, held June 24, 1913,
dealt with some of these alcoholic problems.
A. W. Steams then emphasized certain diag-
nostic difficulties, claiming that it might be well
to classify short cases (one week or minus casesV
in one group (acute group) and longer cases
(as a rule over three or four weeks) in an-
other group (chronic group). He felt that the
short cases were probably determined by the
presence of alcohol in the body or by immediate
sequelae of alcoholism, inasmuch as he found
the short cases were spree-drinkers. The long
cases he felt were due to other factors, since
these long cases were practically all habitual
heavy drinkers.

The main barrier to a decision as to the dis-
tinction raised by Steams is the lack of thor-
ough and systematic histories in each case. The
Psychopathic Hospital has tried to meet this
want by installing a lay clinical historian. The
work of this historian, aided by occasional field-
work by the eugenics worker or by the social
service of the hospital, has done something to

• See page 942.

provide better histories and data to go upon
both for diagnosis and treatment and for after-
care. We may therefore hope for a speedy
resolution of the issue raised by Stearns.

Another result of the practical necessity of
carefully distinguishing between delirium
tremens and other forms of alcoholic mental
disease had been the endeavor to get more rapid
methods of diagnosis.

It appears that occasional cases of the more
chronic forms of alcoholic mental disease may
exhibit a kind of partial Argyll-Robertson
pupil, a description of which has just appeared
in the Journal of Nervous and Mental Disease
by Myerson and Eversole.* This reaction con-
sists in the absence of contraction of the pupil
of one eye to exposure of the opposite eye to
blue light, when at the same time the pupil con-
tracts readily enough if the opposite eye is
stimulated by green or red light. But, since
the majority even of chronic cases of alcoholic
mental disease fail to exhibit this reaction, the
test has but limited scope.

Myerson has at a recent meeting of the Bos-
ton Society of Psychiatry and Neurology sug-
gested that the cerebrospinal fluid of certain
cases of Korsakow's disease shows an excess of
albumen without globulin or without a corres-
ponding amount of globulin. It is conceivable
that this point, if it is substantiated by further
experience and by quantitative methods, will be
of value in differentiating some chronic cases
from the acute group. But this question is
sub indice.

I have time merely to refer to heredity
studies, by Miss Steffen, sample charts of whieh
are displayed on the wall, and to work in prog-
ress by Mr. Grabfield with the Martin electric
sensory threshold testt, as well as significantproblems relating to the cerebrospinal fluid
pressure, now being studied.

The impression I desire to convey to the
Commission on drunkenness and the rest of my
hearers is that the whole subject is still a lively
subject of investigation, that even the diagnosis
of the major forms of alcoholic mental disease
is a lively subject of investigation, and that it
is within the bounds of possibility even to im-
prove treatment by scientific work.

This brings me to some word about treatment.
Unfortunately this conference finds us in the
midst of, rather than at the conclusion of, the
particular problems we had set ourselves. Some
of you will remember the astonishingly high
mortality reported by Gregg at our first annual
conference as found by him to prevail in some
of the best general hospitals along the Atlantic
Coast, when their current results in the treat-
ment of uncomplicated delirium tremens were
inspected.} Gregg showed an average mortality

• Psychopathic Hospital Contributions, 1913. 21. Jour. Nerv.
Ment. Dis., 40, Nov., 1913.

t See E. G. Martin : "The Measurement of Induction Shocks,John Wiley, 1912.

$ Psychopathic Hospital Contributions, 1913. 10.
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of about one in four in these uncomplicated
cases treated in general hospitals. Gregg also
pointed out that the mortality in a similar group
of cases, at the Psychopathic Hospital (on the
whole older than those treated in the general
hospitals) was nil.

Gregg concluded that "the results of the
eliminative treatment of the deliria with relative
freedom and hydrotherapy, and a minimum
amount of medication" (as practiced in the
Psychopathic Hospital) "far excels in effective-
ness the usual treatment by restraint and
depressant drugs" (as practised in some of
the best general hospitals of the United
States).

Further experience has only strengthened the
views then expressed. It has not been possible,
for various reasons, to conduct an efficiency ex-
amination, in any comprehensive way, into the
results obtained in the treatment of delirium
tremens by general hospitals. I have, however,
personally interviewed a number of superinten-
dents and consultants connected with general
hospitals, and I find a very general agreement
that the mortality in delirium tremens in hos-
pital practice is regrettably high. One super-
intendent, who was quite willing that an ex-
amination be made of his records, was quite
unwilling that the high percentage of his deaths
in delirium tremens should be published even
without the name of his hospital. This gentle-
man seemed to regard his mortality rate as due
to his own shortcomings. As a matter of fact,
his results were due to the medical standard of
his community; and the chances are that, if he
brought in to the powers that be an estimate
providing for isolation wards permitting rela-
tive freedom to the patients, for proper hydro-
therapeutic arrangements permitting the appli-
cation of prolonged baths and warm packs in
accordance with now well-established principles,
and for a proper quota of experienced nurses
and attendants, the chances are very good that
the unfortunate superintendent would reckon
without his host, For he would be assured that
no other general hospital of the highest stand-
ing could be found which had proceeded to the
great expense entailed, etc.

Some hospital men with whom I talked, and
especially some who discussed my paper on the
Psychopathic Hospital Idea* at the Minneapolis
meeting of the American Medical Association
last June, laid great stress upon the complicated
cases of delirium tremens, those associated with
severe injury or those apparently evoked by
severe injury, (the so-called "surgical delirium
tremens"), and they pointed out that many of
these cases must be immobilized and hence tbat
hydrotherapy could hardly be used. As for
complicated delirium tremens and especially
surgical delirium tremens, it may be that special
principles apply; but I will venture the predic-
tion that, so soon as uncomplicated delirium
tremens is handled on modern principles, ther

* Psychopathic Hospital Contributions, 1913. 26.

the fate of the complicated cases will rapidly
become less dark.

Let me proceed to give our own results in
brief :

Among the 64 cases of delirium tremens ad-
mitted there were 2 deaths or 3%. As the sub-
joined condensed histories show there is doubt
as to the diagnosis in each case. In any event
both suffered from severe medical or surgical
complications on entrance.

Case 1. J. M„ Clin., No. 1207; was admitted
under Chap. 395, Acts of 1911, Dec. 13, 1912, and
died Dec. 17, 1912. Patient suffered from bilateral
broncho-pneumonia, cystitis, abrasions of both feet
and other parts, and a temperature of 102° on ad-
mission. Evidences of polyneuritis cast some doubt
on the diagnosis of delirium tiemens. Patient died
with a temperature of 105°.

Case 2. R. J., Clin. No. 1028 ; was admitted un-
der Chap. 395, Acts of 1911, Sept. 23, 1912, and
died Sept. 26, 1912. Death due to pneumonia fol-
lowing fracture of rib received as a result of leap
from third-story window just before admission
Sept 23. This case showed both visual and auditory
hallucinations (the latter more prominent) of a
greatly terrifying character. It is probable that
this case would have turned out a case of alcoholic
hallucinosis rather than of delirium tremens.

But, it may be asked, was there not an error
of diagnosis in the other direction? Did not
certain cases of alcoholic hallucinosis also die
which would have been classified by the ordinary
internist as cases of delirium tremens ? In point
of fact I find two more deaths among so-called
alcoholic hallucinosis eases. There were 116
cases classified as alcoholic hallucinosis, yielding
a mortality of 1.7% for this group.

If as some would have it, these two diseases
are but variants of one disease, then we arrive
at a percentage of mortality in the combined
delirium-tremens-hallucinosis group of 2.2% (4
deaths in 180 cases).

If we desired to improve our statistics some-
what, we could point out that neither of the
two deaths in the alcoholic hallucinosis group
is fairly attributable to the disease, since the
diagnosis in each is more than doubtful, one
probably belonging in the dementia praecox
group and the other in the epileptic group.

Case 3. T. A., Clin. No. 971; admitted under
Chap. 307, Acts of 1910, Aug. 27, 1912 ; died next
day as the result of injuries, due to impulsive act
performed unexpectedly at the end of a period of
absolutely quiet behavior. The reaction was prob-
ably catatonic, and it is hardly probable that alco-
hol was more than a complicating factor. It seems
almost necessary to admit that another occurrence
of the sort could not be prevented.

Case 4. J. C, Clin. No. 982, admitted under
Chap. 307, Acts of 1910, Sept. 3, 1912; died Sept. 5
in status epilepticus (perhaps a thymic death, since
the thymus was persistent—patient aet. 23—and
contained a large cyst).
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In addition to the four deaths just mentioned
in 180 cases, there were eleven other deaths ir
the remaining 37 cases of alcoholic mental dis
ease.

The mortality in the form known as Korsa-
kow's psychosis seems particularly high, sincf
it is probable that six of these eleven deaths
were in cases of Korsakow's or closely allied
alcoholic mental disease. To these might per-
haps be added J. M. mentioned above under the
heading delirium tremens.

Thus we have had 15 deaths from all forms oi
alcoholic mental disease among 217 admissions
or about 7%. 3% in this 7% were apparently
in eases in which there was severe disease, in-
volving fatty changes in the peripheral as well
as central nervous system.

CASES OF KORSAKOW'S OR ALLIED POLYNEURITIC
MENTAL DISEASE DEAD IN PSYCHOPATHIC HOS-
PITAL.

J. C, 11123, female, 37; admitted Nov. 8, 1912,
died Nov. 12, 1912.

C. B., 11239, female, 38; admitted Dec. 23, 1912,
died Dec. 29, 1912 (also syphilitic).

W. W., 11287, male, 67; admitted Jan. 10, 1913,
died Jan. 12, 1913.

D. C, 11400, female, 36; admitted Feb. 10, 1913,
died Feb. 16, 1913 (autopsy showed pituitary hem-
orrhages).

M. D., 11406, female, 39; admitted Feb. 12, 1913,
died Feb. 18, 1913.

M. O., 11631, male, 48; admitted April 21, 1913,
died May 8, 1913 (mitral endocarditis).

The five other deaths were:—

T. M., 11159, male, 41; admitted Nov. 19, 1912;
died Nov. 21, 1912 (epileptic).

A. E., 11263, male, 47; admitted Jan. 4, 1913;
died Jan. 5, 1913 (possibly general paretic).

C. W., 1317, male, 39; admitted Feb. 1, 1913;
died Feb. 3, 1913 (autopsy showed toxemia from
crush of hand Jan. 29).

D. G., 11788, male, 52; admitted Jan. 13, 1913;
died July 18, 1913 (possibly Korsakow's disease).

A. M., 2022, male, 30?; admitted Sept. 18, 1913;
died Sept. 18, 1913 (twenty minutes after admis-
sion, having plunged four stories to sidewalk of
Atlantic Avenue).

Summary or Enumerations and Percentages in Al-
cohouc Mental Disease at Psychopathic Hospital.

Sixteen' months' admissions, all forms
of mental disease. 1S29

Alcoholic mental disease. 217 11%
Delirium tremens. 64 3%
Alcoholic hallucinosis. 116 6%
Other forms. 37 2%
Delirium tremens and alcoholic hallu-

cinosis. 180 9-10%
Mortality in delirium tremens, 64 cases 2 3%
Mortality in alcoholic hallucinosis, 116

cases. 2 1.7%
Mortality in these combined, 180 cases 4 2.2%
Mortality in other forms, 37 cases- 11 30%

Total mortality in alcoholic mental dis-
ease. 15 7%

Corrected total mortality (subtracting
2 moribund suicides, 1 thymic epi-
lepsy, 1 catatonic dementia praecox.. 11 5%

Corrected mortality in delirium trem-
ens (shifting 1 case to Korsakow's
group and 1 to moribund suicide
group). 0 0%

Corrected mortality alcoholic hallucino-
sis (shifting 1 case to thymic epi-
lepsy and 1 to moribund suicide
group). 0 0%

Mortality in Korsakow's disease, 7
deaths in a minimum of 20 cases .... 35%

We have had in the period ending September
30, 1913, 65 deaths, of which 15 or 23% were in
alcoholic cases. R. J., and M. 0., were merely
cases of successfully executed suicide brought
to the hospital to die; although it is probably
fair to say that alcohol caused the suicides in-
directly. T. A. was probably a catatonic demen-
tia praecox ease in which alcohol was however
a strongly contributory factor. J. C. was a case
of epilepsy, perhaps of congenital (thymic) ori-
gin, in which alcohol also played an important
part.

Some physicians with whom I have talked
spoke gloomily of the aftermath of recovery.
What can be the advantage of spending so
much time and money on curing cases of de-
lirium tremens, since they are apt to be un-
worthy persons to start with and liable to im-
mediate relapse? Aside from the moral intol-
erability of this argument, I would point out
two things: (1) scientific after-care and follow-
up work with these cases can be shown to be
effective in preventing at least some relapses,
and (2) even if these patients were as compara-
tively worthless as so many apes, the experience
which physicians, internes, and especially
nurses would gain in the treatment of delirium
tremens would stand them in good stead in the
treatment of other non-alcoholic deliria occur-

ring in more worthy subjects.
In point of fact the insane with all their

heredity, long-standing predispositions, and
very frequent evidences of brain-disease, are
now getting better treatment than the drunk-
ards and delirium tremens cases of the commu-

nity. Yet I suppose there is no doubt that
community standards are more immediately re-

sponsible for the drunkards and delirium tre-
mens cases than for insanity in its usual sense.
It is not as if the state licensed shops where so

much insanity could be sold,—although if it
could find such insanity shops the state would
doubtless clap a tax thereon at once—but, on
the other hand, on the old and sacred principle
of individual liberty, the state does license the
alcohol business. I take it that we must pre-
serve the principle of individual liberty at all
costs and that public sentiment would not coun-
tenance prohibition. In this situation I there-
fore conclude that the state, as a licensing
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agency, should pay the costs of that which it
permits or even encourages.

By consequence, the powers that be would be
put into a very uncomfortable box if the facts
were generally recognized and if, in the face of
such facts, they should not appropriate money
for purposes, if possible, still more humanita-
rian than the state's work with insanity, feeble-
mindedness, and epilepsy.

But, I insist, the outlook is even more encour-
aging than with the insane, or at least the in-
sane as a group. For, though the principles of
after-care in mental disease are not yet certain,
the principles of after-care for the. alcoholics are
in many respects clear. They have been made
clear by the Foxborough State Hospital's work
and will become still clearer in the new Norfolk
State Hospital when the name Foxborough has
been forgotten. What Miss Jarrett and Dr.
Steams have just said concerning our still frag-
mentary and undeveloped work here at the Psy-
chopathic Hospital is merely an earnest of what
could be done with the after-care of alcoholics.

There should be a hospital for acute alcoholic
mental disease, especially in delirium tremens,
in the metropolitan district of Boston, either a
branch of the Norfolk State Hospital or a
branch of some existing institution under state
or municipal control or possibly an independentinstitution. It would be far preferable to have
this institution a metropolitan branch of the
Norfolk State Hospital, so that ready transfer
to the rural division may be effected for suit-
able cases. The hospital should be placed near
some existing hospital for ready surgical and
medical transfers of urgent cases. It would be
desirable to place such hospital near the Psycho-
pathic Hospital for ready transfer of special
mental cases in which chronic mental disease is
suspected.

The metropolitan hospital for acute alcoholic
cases should have an adequate staff of physi-
cians, investigators and trained workers in
every department and should maintain a high
standard of efficiency, combining the practical
equipment of the best general and surgical hos-
pitals.

The facilities for isolation of patients pre-
serving their relative freedom, so that noise
shall disturb neither other patients nor the pub-
lic, the facilities for approved methods in hy-
drotherapeutics, and the quota of speciallytrained nurses and attendants should be as good
as obtainable.

Opportunities for the teaching of students
and practising physicians concerning the diag-
nosis and treatment of these diseases should be
afforded ; and the institution should be so man-
aged as to attract the best grade of physicians
and nurses, as well as investigators, to its
wards.

One of the most prominent functions of such
a hospital is the out-patient and after-care
service, which should follow the initiative al-
ready set by the Foxborough State Hospital

(now soon to become the Norfolk State Hos-
pital). Every arm of social service should be
extended to increase the number of persons now

being saved, from recurrence of alcoholism. The
out-patient department should adopt every de-
vice of mental and social hygiene which can be
used to correct and control the drunkenness evil.
Voluntary resort of prospective patients should
be encouraged, and the work of the churches,
various existing social agencies, such as the Alco-
hol Committee of the Associated Charities, and
the Salvation Army, should be supplemented so
far as possible.

Highly trained officers from the institution
should be detailed to visit the lockups at stated
hours or on special call, to pick out alcoholic or
other eases of mental disease from among those
arrested for drunkenness.

Where such a hospital should be, how big it
should be, what should be the proportion of
beds for men and beds for women, whether there
should be new statutes governing its operation,
and a host of other questions, can only be ef-
fectively considered by a committee of experts,
medical and social, having ample time to study
the situation. It is clear that something should,
nay must, be done.

CONCLUSIONS.

Alcoholic mental disease forms at present
about one-ninth of the Psychopathic Hospital's
work (217 in 1829 admissions during 16
months). Over 50 cases of delirium tremens
have been admitted against the law governing
these matters, either on the ground of common-
humanity or because of errors in the very diffi-
cult differential diagnosis between delirium
tremens and the more protracted disease alco-
holic hallucinosis (which latter is regarded as
suitable for the Psychopathic Hospital). A
number of devices have been adopted at the
hospital to minimize this error in diagnosis and
to increase our knowledge of the two condi-
tions (distinctive between "short" and "long"
cases (Steams), work of clinical historian, so-
cial service, and eugenics worker, the Myerson-
Eversóle pupil reaction, etc.).

The mortality of alcoholic cases at the Psy-
chopathic Hospital has been extremely low
(about 5%). The mortality in delirium tre-
mens and alcoholic hallucinosis is virtually nil
(0%). A high mortality attended our Korsa-
kow cases (about 35%) ; this curious fact de-
mands a special investigation.

These results are superior to those of general
hospitals, and this superiority we attribute to
our methods of treatment, chief among which
we place hydrotherapy.

The moral and economic value of saving these
cases needs no emphasis. The 'acutely insane
are now accorded in most communities better
treatment than are drunkards and cases of de-
lirium tremens, despite the fact that the latter
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are economically more promising in the light
of after-care results.

A hospital for acute alcoholic mental disease
is recommended for the metropolitan district, as
a first step to the proper care of these cases

throughout the state. Such a hospital should,
in addition to its high medical standards (non-
restraint, non-drugging), uphold the highest
social standards by applying in its out-patient
department the now well-established principles
of after-care for alcoholics.

APPENDIX.

The special forms of admission under which the
Psychopathic Hospital receives most of its alcoholic
cases are these:

1. An Act Relative to the Reception and Temporary
Care in Certain Institutions of Persons Suffering
from Mental Derangement. Chap. 395, Acts of
1911.

"The superintendent or manager of any hospital for
the insane, public or private, may, when requested by
a physician, by a member of the board of health or a
police officer of a city or town, by an agent of the in-
stitutions registration department of the city of Bos-
ton, or by a member of the district police, receive and
care for in such hospital as a patient, for a period not
exceeding seven days, any person who needs immedi-
ate care and treatment because of mental derangement
other than delirium tremens or drunkenness. Such re-
quest for admission of a patient shall be put in writ-
ing and filed at the hospital at the time of his recep-
tion, or within twenty-four hours thereafter, together
with a statement in a form prescribed or approved by
the state board of insanity, giving such information
as said board may deem appropriate. Such patient
who is deemed by the superintendent or manager not
suitable for such care shall, upon the request of the
superintendent or manager, be removed forthwith
from the hospital by the person requesting his recep-
tion, and, if he is not so removed, such person shall be
liable for all reasonable expenses incurred under the
provisions of this act on account of the patient which
may be recovered by the hospital in an action of con-
tract. The superintendent or manager shall cause
every such patient either to be examined by two phy-
sicians, qualified as provided in section thirty-two of
chapter five hundred and four of the acts of the year
nineteen hundred and nine, who shall cause applica-
tion to be made for his admission or commitment to
such hospital or, provided he does not sign a request
to remain under the provisions of section forty-five of
said chapter five hundred and four, to be removed
therefrom before the expiration of said period of
seven days. Reasonable expenses incurred for the
examination of the patient and his transportation to
the hospital shall be allowed, certified and paid as
provided by section forty-nine of said chapter five
hundred and four, as amended by chapter four hun-
dred and twenty of the acts of the year nineteen hun-
dred and ten, for the allowance, certification and pay-
ment of the expenses of examination and commitment.

Approved May 4, 1911.

2. Admissions from arrest by Boston police (this
does not of course include similar cases arrested in
the metropolitan district outside Boston) pending ex-

amination looking to discharge, commitment of trans-
ference. The act in regard to these cases, often
briefly termed Boston police cases, reads as follows :
Chap. 307, Acts of 1910 (Sec. 1, 3).

An Act Relative to Persons suffering from Certain
Mental Disorders who Are Arrested or Confined in
the City of Boston.

Section. 1. All persons suffering from delirium,
mania, mental confusion, delusions or hallucinations,
now under arrest or in confinement, or who may here-
after be arrested by, or come under the care or pro-
tection of the police of the city of Boston and who,
owing to a lack of suitable buildings or wards, are at
present placed in the city prison, the house of deten-
tion or the house of correction on Deer Island, pend-
ing a medical examination and transference, shall be
taken for examination directly to the hospital con-
structed under the provisions of chapter four hundred
and seventy of the acts of the year nineteen hundred
and nine, when said hospital is ready for the recep-
tion of patients, in the same manner in which persons
afflicted with other diseases are taken to a general
hospital. If, after examination, the physician In
charge of the said hospital decides the case to be one
of delirium tremens or drunkenness, the hospital shall
not be obliged to admit the patient, but otherwise the
said hospital shall admit observe and care for all per-
sons suffering from delirium, mania, mental confusion,
delusions or hallucinations until they can be com-
mitted or admitted to the hospital or institution ap-
propriate in each particular case, unless the patient
should recover or should be placed by the physician in
charge of the said hospital in the care of his friends
before such committal or admission.

Section 3. On and after the first day of May in the
current year no person suffering from delirium, mania,
mental confusion, delusions or hallucinations shall be
harbored or confined in any penal Institution within
the city of Boston for a period exceeding twelve
hours.

Approved March 29, 1910.

Book Reviews

The Practitioner's Visiting-List. 1914. Thirty
Patients per Week. Philadelphia and New
York: Lea and Febiger. 1913.

In this thirtieth year of its issue, this useful
pocket visiting list and memorandum book re-

appears with its familiar valuable features. The
text has been thoroughly revised, and contains
much handy information.

Year-Book of the Pilcher Hospital. No. 3.
Brooklyn, New York. 1913.

This third issue of the Pilcher Hospital year-
book records the work of that institution from
April 1, 1912, to March 31, 1913, the third year
of the operation of the hospital. During this
period 194 patients were received into the hos
pital, and 220 operations were performed.
From these, 12 unusual, instructive, selected
case-histories are published. A series of thir-
teen appendices present papers by members of
the hospital staff on various topics of timely in-
terest.
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